An 82-year-old man presented with a change in bowel habits and bleeding per rectum with no history of any associated comorbidities. On examination, there was palpable thickening of the rectum. Investigations showed normal carcinoembryonic antigen level and contrast CT revealed a thickening of the rectal wall with no evidence of metastasis (figure 1). The ECG revealed bifascicular heart block, but with normal functions on echocardiography. Colonoscopy was performed to confirm the diagnosis and to take a histopathological specimen. Biopsy was taken from the mass and during trials to pass through the sigmoid to screen the rest of the colon, unfortunately, there was marked difficulty passing the sigmoid region with looping and multiple attempts that ended in perforation.
DESCRIPTION
An 82-year-old man presented with a change in bowel habits and bleeding per rectum with no history of any associated comorbidities. On examination, there was palpable thickening of the rectum. Investigations showed normal carcinoembryonic antigen level and contrast CT revealed a thickening of the rectal wall with no evidence of metastasis (figure 1). The ECG revealed bifascicular heart block, but with normal functions on echocardiography. Colonoscopy was performed to confirm the diagnosis and to take a histopathological specimen. Biopsy was taken from the mass and during trials to pass through the sigmoid to screen the rest of the colon, unfortunately, there was marked difficulty passing the sigmoid region with looping and multiple attempts that ended in perforation.
X-rays of the abdomen in supine and sitting positions, showing the massive pneumoperitoneum with its classic signs described ( figure 2A, B) . The patient suffered from respiratory distress and underwent shock. Immediate resuscitation was followed by transfer to the operating theatre and exploration was performed. It revealed a large colonic perforation, more than half of the circumference with no gross contamination of the The incidence of colonic perforation may be around 0.016-0.02%, but may reach 5% in the colonoscopies. 1 The commonest site of perforation is the sigmoid where it may reach 65% which might be caused by the sharp angle of the junctions with either the rectum or the descending colon (which is the case in this patient) and great mobility of the sigmoid. The loop formation with powerful introduction of the scope can lead to the antimesenteric perforation by the endoscopic shaft. Other causes of sigmoid perforation can be related to the diverticulosis and pelvic adhesions. Patients may be diagnosed immediately, within 24 h or beyond 1 day.
Most of the patients need surgical intervention; however, conservative and endoscopic management (eg, clipping) is possible in selected cases. Many surgical techniques can be offered, which are dependent on different factors including: diameter of perforation, time between the incident and exploration, degree of peritoneal contamination and general condition. 2 Open or laparoscopic repair of the perforated segment is the commonest procedure which might be accompanied by proximal diverting stoma. Resection with primary anastomosis or Hartmann's procedure can also be additional options. 3 Presence of higher American Society of Anaesthesiologists class (III or IV) or heart diseases was significantly associated with mortality which is the state in the presented case. 3 The classic radiological signs of a massive pneumoperitoneum may include: presence of free air in the right hypochondrium with hyperlucency of the liver (the commonest), the Rigler's sign (double wall), football sign (outline of the entire abdomen), triangle sign and visible ligamentum teres. 4 Learning points ▸ Colonoscopy is an important tool for diagnosing colonic tumours, obtaining histopathological specimens and therapeutic options (eg, stenting), yet there are associated complications. ▸ The commonest site of endoscopic perforation of the colon is the sigmoid region due to many anatomical and pathological features. ▸ Colonic perforations as complications of the endoscopic procedure may range from trivial subclinical events that can be managed conservatively to serious events that may necessitate emergency laparotomy, with different surgical options and techniques, the decision of which is dependent on many important factors. Figure 3 The surgical specimen of the sigmoid showing the large perforation (4 cm) at antimesentric border.
